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Patients with primary immunodeficiency (PIDs) depend on the presence of a variety of antibody specificities in intravenous im-
munoglobulin (IVIG). Using the tick-borne encephalitis virus (TBEV), geographic variability in IVIG antibody content was
shown. Care should therefore be exercised when treating PIDs in a given geography, as only locally sourced plasma contains the
antibody specificities against the circulating pathogens in the given locality.

Intravenous immunoglobulin (IVIG) contains the pooled anti-
bodies (Abs) from at least 3,000 to 60,000 healthy blood and

plasma donors (10). One of the main areas of IVIG application is
as Ab replacement therapy in patients with primary immunodefi-
ciency (PIDs) (22). These persons critically depend on the pres-
ence of a variety of antibody specificities in IVIG, which ensures
continued protection against any infectious agent they might en-
counter. As IVIG is manufactured from the variable resource hu-
man plasma, lot-to-lot variation in Ab levels of IVIG products are
inevitable and have been reported (18). In addition, the Ab con-
tent in IVIG differs depending on the geographic origin of the
plasma that was used in manufacture: U.S.-sourced (US-IVIG) or
European Union-sourced (EU-IVIG) IVIG contains significantly
different Ab levels against hepatitis A virus (8, 21), West Nile virus
(WNV) (25), cytomegalovirus (21, 27), and the different echovi-
rus serotypes (24), with some evidence of a difference in Ab con-
tent for measles and rubella (21). The reason for this geographic
variability in IVIG Ab content is often not clear, yet one of the
more obvious variables affecting the quantity and specificity of
Abs in IVIG is the endemicity of a pathogen, where a change in the
temporal or geographic pattern of virus circulation affects the
antibody content of the final IVIG. When a virus or microbial
agent is expanding its geographical range, exposure of the for-
merly naïve population to this novel agent is reflected in the Ab
content of IVIG. This was demonstrated, e.g., for US-IVIG after
the introduction of WNV into the United States in 1999 (4, 25, 31)
and recently also for EU-IVIG, where increasing WNV-neutraliz-
ing Ab titers were detected in EU-IVIG lots manufactured after
2009, even though no human WNV infections have yet been re-
ported from the countries in which the plasma was sourced (31).

To further increase the understanding of the geographical dif-
ference in IVIG Ab content, we determined the neutralizing Ab
titers of IVIG preparations for tick-borne encephalitis virus
(TBEV). This member of the Flaviviridae, for which three sub-
types (European, Siberian, and Far Eastern) are distinguished,
may cause tick-borne encephalitis (TBE), a potentially serious
neurological disease with high fever and encephalitis (33), while
70 to 95% of human infections in regions in which the virus is
endemic are either subclinical or totally asymptomatic (12). Dur-
ing the last 30 years, TBE morbidity has increased by 400% in
Europe (36), and TBEV is currently expanding from its geograph-
ical range in Central Europe, Scandinavia, Russia, and Northern
Asia (7). However, in the United States, TBEV remains a purely
travel-related concern and TBE cases among travelers to Europe,

Russia, and China have been reported (5). Disease prevention is
possible through vaccination, and four different vaccines are cur-
rently available (20). A TBE immunoglobulin for after-exposure
treatment is no longer available in Europe, but TBE emergency
treatment in Russia includes the use of specific immunoglobulins
(28, 29). This therapy can be effective in a curative and prophy-
lactic context (6).

Using a fully validated microneutralization assay, the TBEV neu-
tralization titers of 26 EU-IVIG (KIOVIG; Baxter AG, Vienna, Aus-
tria) lots, for which the plasma was mainly sourced in Austria (�40 to
45%), Germany (�40 to 45%), and, to a lesser degree, the Czech
Republic (�15%), of 3 Russian TBEV IVIG (Russian-IVIG; Micro-
gen FGUP NPO) lots, manufactured from the plasma of TBEV-vac-
cinated donors (http://privivka.spb.ru/vaccination/100/), and of 29
US-IVIG (Gammagard Liquid; Baxter Healthcare Corp., West-
lake Village, CA) lots were determined essentially as described
previously (26). IVIG samples were used undiluted for US-IVIG
or initially diluted 1:5 and then serially diluted in 2-fold steps with
cell culture medium. TBEV strain Neudörfl (European subtype)
(2 � 103 50% tissue culture infectious doses per milliliter) was
added, and eight replicates per dilution were subsequently titrated
on A549 cells (ATCC CCL-185). The virus-induced cytopathic
effect was assessed after 7 days of incubation, and the neutraliza-
tion titer was determined at least in duplicate. The reciprocal
dilutions of a 1:2 dilution series resulting in 50% virus neutral-
ization (NT50; detection limits, �0.8 for undiluted and �3.8
for 1:5 prediluted IVIG) were reported as means � standard
errors of the means (SEM) (Fig. 1). Graphs and statistical anal-
ysis (Student’s t test) were done using GraphPad Prism v5.0
software (San Diego, CA).

Whereas high TBEV NT50 values ranging from 321 to 2,940
were obtained for EU-IVIG, significantly less (P � 0.03) TBEV
neutralization was seen with the Russian-IVIG (152 to 597 NT50)
and even less (P � 0.0001) with US-IVIG (1.6 to 2.8 NT50) (Fig. 1).
Our data therefore indicate that in the case of TBEV, the quantity
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of neutralizing TBEV Abs in IVIG is directly correlated to the
endemicity of the pathogen. The high TBEV NT50 titers obtained
for EU-IVIG likely reflect the high TBEV immunization rate of
88% in Austria (13), the 16% vaccination coverage in the Czech
Republic (7), and possibly asymptomatic infection of the respec-
tive plasma donor population, which has been shown to induce
neutralizing Abs against TBEV at a level equivalent to that of a
completed three-part vaccination scheme (16). In contrast, US-
IVIG has no TBEV neutralizing antibody capacity, which reflects
the lack of TBEV circulation in this country. The significantly
lower TBEV neutralization titer in Russian-IVIG compared to
EU-IVIG is surprising, as the product is marketed as a specific
“human TBE immunoglobulin” for prophylactic or curative use
after suspected exposure to TBEV (28–30) and is manufactured
from the plasma of previously TBEV-vaccinated donors (http:
//privivka.spb.ru/vaccination/100/). Due to the limited availabil-
ity of Russian-IVIG, only three lots were tested. However, TBEV
Ab titers similar to or higher than those present in EU-IVIG would
be expected even in this small sample size, as it has been shown
that the Russian TBEV vaccines are as immunogenic as the Euro-
pean TBEV vaccines (9, 19). The detection of lower levels of neu-
tralizing TBEV Abs in Russian-IVIG cannot be due to the differ-
ence in circulating TBEV subtypes between Europe and Russia
(35) or the use of a European subtype TBEV strain for the neutral-
ization experiments reported here, as it has been shown that vac-
cination with any of the three TBEV subtypes raises Abs that are
also cross-neutralizing against the other subtypes (15, 23, 39). As
IgG3 has the highest neutralization effect for, e.g., dengue virus
(32), cytomegalovirus (11), and rubella and polioviruses (3) and
IgG3 degradation during manufacture has been a problem in nar-
row-spectrum IVIG products (1, 27, 37), the IgG3 content was
determined for the three Russian-IVIG lots by enzyme-linked im-
munosorbent assay (ELISA), as previously described (14). The
results (data not shown) showed IgG3 content that was within the
physiological range, and IgG3 degradation could therefore be ex-
cluded as a contributing factor for the reduced TBEV neutraliza-
tion capacity of the Russian-IVIG. Currently, no explanation can
be offered for the reduced TBEV neutralization titer in Russian-
IVIG.

The geographical variance in IVIG TBEV Ab content reported
here should be of particular interest to clinicians treating PIDs, as
we demonstrated, using TBEV as an example, that only IVIG pro-
duced from locally sourced plasma contains all the Ab specificities
against the circulating pathogens in the given locality. This issue
has been raised before: Bayry et al. even suggested the fraction-
ation of IVIG from plasma donations collected around the world,
to produce IVIG with universal rather than with only regional Ab
content (2). This, however, is not currently feasible, as, e.g., in the
United States only plasma collected at U.S. donor centers may be
used in the manufacture of plasma-derived products destined for
the U.S. market (10). The United States remains the single most
important source of human plasma for fractionation, and IVIG
manufacture in Europe depends on U.S. plasma donations. Care
should therefore be exercised when PIDs living in Central Europe
are treated with IVIG, as many of the IVIG lots available in Europe
are fractionated from U.S. plasma rather than from locally
sourced plasma. Details of plasma content in a given IVIG lot can
be requested from the respective IVIG manufacturer.

The geographic variance in IVIG Ab content also needs to be
taken into consideration for novel treatment approaches, as re-
cently suggested by Seidel et al., who proposed the use of a TBE
vaccine as a “neo-antigen” to test B-cell function in patients under
regular IgG substitution therapy (34). The results obtained in the
current investigation confirm that this proposed approach might
be feasible as long as IVIG treatment is done using US-IVIG only,
i.e., when no passively transferred TBEV Abs are administered at
the same time as an active immunization against TBEV, as this is
known to result in remarkably lower levels of actively produced
antibodies (17, 38). In PIDs, administration of EU-IVIG, i.e.,
TBEV Ab high-titer IVIG for substitution therapy prior to TBE
vaccination, would thus limit the development of specific anti-
bodies, which in turn would be misconstrued as a reflection of a
continued immunodeficient status of the patient. In addition,
treatment with US-IVIG should be done only during the winter
months in Central Europe, as TBEV has a typical seasonal distri-
bution and occurs only during the warmer months of the year (6)
and protective levels of TBEV Abs would therefore not be required
during the cold season.

In conclusion, we investigated the TBEV-neutralizing Ab con-
tent of EU-IVIG, Russian-IVIG, and US-IVIG and found further
evidence for a geographic variability in IVIG Ab content, which
for TBEV was directly correlated to the lack of circulation in the
United States or the high seroprevalence due to vaccination and
possible subclinical infection in Europe and Russia. This finding is
of importance to PIDs in Central Europe, who depend on the
presence of protective levels of different antibody specificities in
IVIG that, in the case of TBEV, can be achieved only through the
administration of EU-IVIG.
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FIG 1 Determination of TBEV neutralization titers of IVIG manufactured
from plasma sourced in Austria, Germany, and the Czech Republic (EU-
IVIG), a Russian TBEV IVIG (Russian-IVIG), and IVIG manufactured from
plasma sourced in the US (US-IVIG). Titers were determined at least in dupli-
cate using TBEV strain Neudörfl, and the reciprocal dilution resulting in 50%
virus neutralization (NT50; detection limits, �0.8 for undiluted and �3.8 for
1:5 prediluted IVIG) is reported as mean � SEM.
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